Ineffective handoffs have been identified as a barrier to patient safety and quality and as a key area for improvement. Handoffs require a process for effective transfer of critical information. A redesigned nurse-to-nurse intershift handoff was implemented in 7 hospitals of a multisite system. The redesign included combining evidence and an innovative approach developed by nurse managers to improve intershift report. Results included an increase in nurse and patient satisfaction. shift reports occurring 2 to 3 times a day set up a potential for miscommunication, patient harm, or neglect. Blouin 5 identifies the continual contact that nurses have with patients as opportunities to improve patient safety.
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This project addressed the blending of evidence and innovation for the improvement of intershift handoff, an essential component of nursing practice linked to patient safety and quality. The universal challenge of the handoff process was recognized at many levels within our health system. We are the second largest, nonprofit secular health system in the nation with 15 hospitals, 2 long-term care facilities, and more than 10 000 nurses. Our vision for optimal handoff included (a) minimizing the risk of error related to ineffective communication during change of shift, (b) implementing an evidence-based handoff process, (c) involving the patient and family in the handoff process, (d) meeting regulatory requirements, and (e) designing a user-friendly process that facilitated adoption. We decided to implement a pilot for intershift handoff to test the improvements, and 8 hospitals volunteered to participate in the project. The purpose of this article is to provide an overview of the pilot implementation of redesigned intershift handoffs with the lessons learned.
BACKGROUND
As we became a health system, we began the process of standardizing nursing practice across our hospitals. Handoff was selected as one of the practices for planned standardization with alignment to all The Joint Commission requirements. Our handoffs at the time were most often conducted at the nursing station or as walking rounds. The degree and type of patient and family involvement were not consistent. Although critical elements of patient status were always reported, a variety of reporting templates were in use such as Kardexes, care plans, and informal notes.
To design the standardized handoff process, we explored the literature in the areas of patient safety, traditional handoffs, and bedside reporting mechanisms. The 2008 National Patient Safety goals clearly identified implementation expectations for handoffs. These include interactive communications, up-to-date information transfer, relevant patient historical data, and minimization of interruptions. 2 It is critical to implement effective strategies for handoff during the nursing intershift report.
Effective handoffs promote continuity of care and safe transfer of the patient from nurse to nurse. 6 However, nurses receive little formal education about this important responsibility. 7 Other purposes of the shift handoff have been identified as the provision of psychological debriefing and release of emotional tension, 8 education, particularly for novice nurses, 9 socialization to the profession, 10 and establishment of teamwork and a shared value system among nurses.
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Time spent giving shift report has been found to vary from 10 to 61 minutes, resulting in incongruence between the information described in the shift report and the actual status of the patient. 12 Nurses expressed dissatisfaction with traditional intershift reports due to too many disturbances, lack of time, poor support from colleagues, poor quality of leadership, and receipt of inadequate information. 13, 14 Bedside intershift report is a handoff strategy in which the oncoming nurse and outgoing nurse transfer information about the patient's current condition, treatment, and recent changes at the patient's bedside. The patient has the opportunity to hear, participate, and question information about planned care. Bedside intershift report allows the patient to be an active participant. The patient is informed about the plan of care, and the dialogue between the nurses and the patient fosters collaboration and increases patient satisfaction. 15 Bedside intershift report has the advantage that the nurse can immediately visualize the patient and information transferred is more accurate. Current advantages noted are time and financial savings and a decrease in the number of patient falls and call lights during change of shifts. 16 A recent systematic literature review of handoffs revealed the lack of empirical evidence for best practices in handoffs. 7 Our examination of the related literature validated our choice that bedside reporting would be our practice change.
Three theoretical frameworks of change, communication, and caring through dialogue were specifically chosen to guide the design and implementation of evidence-based strategies that ultimately allow for knowledge translation. [17] [18] [19] We arrived at these choices after substantial review of theoretical frameworks. [20] [21] [22] [23] [24] The combination of the review of related literature, theoretical frameworks, national patient safety requirements for handoffs, and our own successful practice initiatives provided the platform for our practice change. The specific project then became initiation of standardized bedside intershift handoff using evidence-based categories of information to be exchanged among practitioners in our hospitals.
PLANNING THE IMPROVEMENT
The system's vice president for nursing research convened a team at the health system level for redesigning intershift handoff by inviting an academic member from the system's research and evidence-based practice council and representatives from the 8 hospitals volunteering for the pilot implementation. The hospitals were asked to select a JOURNAL OF NURSING CARE QUALITY/APRIL-JUNE 2012 medical-surgical unit. No attempt was made to standardize the size of the units, as the plan was to implement the proposed handoff in all types of units across our hospitals. The unit sizes were as follows: hospital 1, 30 beds; hospital 2, 24 beds; hospital 3, 28 beds; hospital 4, 37 beds; hospital 5, 42 beds; hospital 6, 18 beds; hospital 7, 42 beds; and hospital 8, 16 beds. All the units were medicalsurgical/telemetry with the exception of hospital 6, which was an eating disorder unit. The representatives from volunteering hospitals were an array of nurses in practice, education, and management roles. They became project leaders for their sites and participated in designing the project, overseeing the education, and directing the implementation at their sites. The project team at the system level continued to meet and facilitate the implementation until the completion of the project.
The goal of the improvement was 3-fold: (a) standardize the format of the intershift report, (b) standardize the process of the intershift report, and (c) invite the patient and family to participate in the handoff process.
Standardizing format of report
In 2006, The Joint Commission required health care organizations to move to a standardized approach to "handoff" communication, providing an opportunity to ask and respond to questions. 3 Variability in the handoff procedures can introduce error. 7 Our goal was to meet the standardization requirement. Our search for a format led us to 2 resources; the first originated in one of our hospitals. A group of nurse managers designed a standardized format for intershift handoff at the bedside, with an innovative approach of giving a written invitation to the patient and family to participate. The success of the project in improving patient outcomes and satisfaction stimulated our plans for replicating the methodology in 8 other hospitals in the health system.
This coincided with the health system's plan for adopting an evidence-based tool, Team Strategies and Tools to Enhance Performance and Patient Safety (TeamSTEPPS), 25 which incorporates specific tools and strategies to improve communication and teamwork and promotes mutual respect among all team members. 26 One of the key principles in TeamSTEPPS, communication, addresses handoffs. Anticipating the adoption of TeamSTEPPS, the intershift team planned to use "I PASS the BATON," an evidence-based tool provided in TeamSTEPPS curricula. 25 I PASS the BATON is an acronym representing the following categories: introduction, patient, assessment, situation, safety concerns, background, actions, timing, ownership, and next. Although the categories are standardized, the key elements of information in each category will change to represent the uniqueness of the specialty/service. Standardized guidelines have been found helpful in improving nurses' shift-to-shift report. 27 Hence, this template was customized for medical-surgical practice (Table 1) .
Standardizing intershift handoff process
Traditionally, even when handoffs were conducted at the bedside, most of the information could be exchanged outside the patient's room, with nurses coming in to greet the patient. Our desire to place the patient at the center of the process of intershift handoff, with nurses deliberately seeking patient and family input, fueled the redesign of the intershift handoff. The plan was to conduct the intershift handoff at the patient's bedside, with the patient and/or family participating in the handoff process.
Inviting patient and family participation
The process included a written invitation to the patient and family to participate in the intershift handoff process. Even when handoff is conducted at bedside, typically the conversation is between the nurse going off the shift and the nurse taking over the care of the patient. The formal invitation to participate was a deliberate way to view the patient as a person, an active contributor to the discussion. 19 Enhanced communication during intershift report can help patients express concerns 28 and nurses process complex information.
IMPLEMENTATION Guiding framework: Inspire, inform, and transform
We designed a framework to guide implementation with a focus on 3 areas: inspiration, information, and transformation. We wanted a collaborative approach for this practice change and planned to create buy-in from the nurses from the start to facilitate adoption. Therefore, for inspiration, our goal was to introduce the proposed changes in intershift report to the nurses and address why the change was needed, its significance, and any concerns and anticipated barriers. We designed this as session 1 and conducted it as a didactic, interactive session for an hour. Nurses were encouraged to continue identifying concerns after the didactic session and were again given a chance to discuss concerns at the beginning of information sessions.
Information focused on what needed to be done, providing information about the project and educating nurses about the standardized format and process of intershift handoff. This was designed as another 1-hour interactive didactic session (2) and again provided an opportunity for question and answers.
Transformation included the use of Donabedian's 29 classical paradigm for assessing quality of care based on a 3-component approach of structure, process, and outcomes. We needed to design the appropriate structure and processes to facilitate desired outcomes. This called for standardizing the infrastructure (the hospital implementation team, format of the report, and tools required for the improvement), standardizing the process of how the report would be given, and selecting outcome measures. The implementation team at the hospital was made up of the project leader, unit champions for day and night shifts, and nurse educators and nurse managers of the pilot units. The pilot medical-surgical units were selected, and sitelevel roles were outlined.
Outcome measures included monitoring the change in intershift reporting process and metrics reflecting nurse and patient satisfaction. Nurse satisfaction was assessed at baseline and again after implementation. Patient satisfaction is routinely measured in all the hospitals using Press Ganey Patient Satisfaction Surveys. Results in 3 specific areas were monitored: nurses kept me informed, nurses worked together, and likelihood to recommend the hospital. As this was a pilot and our goal was to identify facilitators and barriers, we left open-ended questions in the nurse satisfaction survey and asked project leaders to keep notes on the implementation.
Going "live"
A timeline was created to support that framework. Lesson plans for sessions 1 and 2 were created by the system team and distributed to all the hospitals. Baseline nurse satisfaction survey results were aggregated and shared with the nurses of the pilot unit. Results of the surveys validated the need for changing the intershift process. Nurses from the pilot units customized the information under each category of the acronym I PASS the BATON (selected tool), and the information from all the hospitals was combined to create the final format of I PASS the BATON. Other tools included lesson plans, an example of an intershift report, and a standardized tracking tool for monitoring the process of the improved intershift report.
After the project was devised in its entirety, it was systematically implemented for maximum ownership and success. Hospital-wide and unit leadership engagement was seen as an essential element to success. Nursing directors, nurse managers, and assistant nurse managers received information and education first. This helped to meet the goal of engaging leadership as active supporters and resources for the nursing staff.
Educational sessions were conducted over a period of 2 weeks. All sites reported close to 100% participation in these sessions. Individual sessions were conducted for those who missed the original training sessions. The sessions revealed concerns by the nurses about patient privacy, fears of possible lengthening of the report time, and questions regarding appropriate sharing of sensitive information at the bedside.
A go-live start date was individually set by each unit. Posted signs as well as verbal communication informed the staff of the start of the project. Patients received a carefully prepared invitation to report, with families welcomed to participate. One site provided batons to all staff as a symbolic launch of the process. Leadership was purposefully present throughout the implementation. Project leaders, nurse managers, unit educators, or champions were available on the units for each handoff for the first week, a random selection of 6 handoff times for weeks 2 to 4, and then randomly but visibly for weeks 5 to 12. Project leaders monitored and documented progress.
RESULTS
Initially, 8 hospitals had volunteered for the project; unanticipated schedule changes resulted in hospital 7, with 42 beds withdrawing from the project. Results of 7 hospitals were reviewed, and hospital 6 is presented as an exemplar.
Nurse satisfaction
Specific feedback during the process of implementation is highlighted using narrative examples from hospital 6. Questions and concerns 
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concerns were a first step. In small cohorts or individually, all questions were answered, scripting was discussed and role-played, and arrangements for patient care assistants to cover the needs of patients during report were planned.
There were naysayers who voiced their objections strenuously. "This will not work and is a waste of time on the unit" was the opinion of several staff members who said they would not hinder the implementation but eventually would be seen as correct. Although a small number, this group held these views throughout the beginning of the implementation and required multiple change and communication strategies to shift their vision. As success was achieved, different narratives emerged as follows: "Two sets of eyes now evaluate a room set up for emergencies," "I find we have all become even more accountable to leave the bedside in order," and "I can use the rounds to teach newer RNs things they might have not learned or have forgotten from orientation." Staff feedback was consistent over time and sites. Initial feedback was unfavorable, as nurses experienced discomfort at sharing sensitive information at the bedside, concerns over some extended time being taken for report, and problems when multiple patients were on isolation. Since nurses verbalized dissatisfaction with the process, 2 sites extended leadership support for all handoffs for an additional 2 to 4 weeks. By week 4, greater satisfaction began to be reported. Feedback included an increase in knowledge about patient priorities and an opportunity for questions about their accountability to the plan of care for new nurses. New graduates reported feeling empowered by the I PASS the BATON template because it cued them as to what information was essential in the intershift handoff. Satisfaction also related to opportunity for teaching at the point of care and timely and partnered assessment of pressure ulcers, intravenous infiltration, and room and care devices setup. By week 12, random checks were discontinued, as the practice change became more fully integrated into each of the multiple sites. Loss of momentum and regression to the previous reporting method were addressed through the guiding change theory strategies such as not giving up and focusing on a future vision. 17 The Report Satisfaction Survey 15 was used to measure nurse satisfaction. The survey was a 6-item Likert scale, with scores ranging from 1 (completely disagree) to 5 (completely agree). We added a seventh question on nurses' satisfaction with the change in reporting. Although the aggregated data for nurse satisfaction for the 7 hospitals showed improvement for all indicators with the changed intershift practice, the units showed differences in their improvement. Pre-and postscores of Nurse Satisfaction Survey for hospital 6 are presented in Figure 1 . Nurses perceived that they had adequate time for the intershift report, appropriate information was being transferred, and relationships between shifts had improved.
Patient satisfaction scores
Patient and families responded well to the invitation to participate in the shift-to-shift report and were respectful in devoting the time of the report to the intended purpose. Patients and families actively participated in the process; there were no refusals. Patient satisfaction was measured using the Press Ganey Inpatient Survey, 30 a valid and reliable 38-item survey in a Likert-type format. Patient satisfaction scores improved with the implementation of the bedside handoff process. This observation was validated in one of the hospitals when the mean scores of the 3 patient satisfaction indicators showed a decrease that coincided with the discontinuation of oversight and tracking by the project team. On analysis, the group consensus was that many of the nurses had returned to their prior way of giving reports. When this problem was resolved, the patient satisfaction scores being monitored improved again. This highlights the importance of monitoring each part of the process, especially the physical move to the bedside and deliberately inviting the patient to participate in the report dialogue. This aspect needed continuous reinforcement. The key to sustainment of the outcomes was removing the barriers, ongoing monitoring, and highlighting the benefits of the process to the registered nurses.
A graph of patient satisfaction scores for hospital 6 is included as an exemplar of a successful implementation of this project in one facility. The yearly average for patient satisfaction results for the 3 selected indicators for 2007 and 2008 (the year before and during the implementation) is included in the exemplar (Figure 2 ). The percentile ranking is based on the nation's children's hospitals. The unit has consistently maintained high scores to date for all the 3 indicators. The revised intershift report became a central element of patientand family-centered care adopted by the unit, which also served to further reinforce the success.
LESSONS LEARNED
Facilitating practice change requires consistent support of the leadership. At present, multiple changes are introduced in the practice arena on an ongoing basis. Although we may observe desired results immediately, practice changes are often not sustained and typically shift with the leader's priorities. Therefore, specific strategies should be designed to provide oversight and support until change is firmly a part of the practice.
Successful practice changes require buyin from participants. Therefore, it is necessary to pay close attention to perceived barriers. Nurses perceived patient privacy issues and the time required as barriers to bedside handoff. Sharing success stories about handoff was helpful to facilitate adoption of the change.
Implications for nursing
Collaboration
One of the major nursing implications stemming from the collaborative aspect of this evidence-based project is the many gains obtained from the collective enthusiasm and wisdom of the project team members. Sharing the stories of the implementation helped the team; sharing successes with one another inspired participants experiencing difficulties in their hospitals and led to suggestions for solutions.
Another implication of the collaborative aspect of this project was the sustained priority of quality and safety being shared when an academic faculty member participates in a project of this nature. Experiences gained by faculty members in such collaborations enable them to stay immersed in high-priority issues of nursing practice such as those addressing quality and safety. 31 
Change
Although there is a tremendous growth in knowledge, translation of knowledge to practice continues to be challenging. As new findings emerge, asking administrators and clinicians to apply knowledge without appropriate systematic and structured methods of knowledge translation frequently fails and becomes a deterrent to needed changes. Change can become effective when planned and reinforced through the use of formal change theory, identification of facilitators and barriers, sustained support of a system-wide team with senior leadership balancing less experienced members, and curriculum designed to effectively develop communication and caring skills.
Desired patient outcomes
Clinical implications for nursing include improving best practices by emphasizing the role of the patient and family at the center of the intershift handoff. The patient and family can be stewards of patient safety. 32 The project was expanded to other clinical units at the sites; knowledge gained was also used to implement the I PASS the BATON format for handoff under the banner of TeamSTEPPS initiative. I PASS the BATON format was added in the "summary profile" section of the clinical information system being rolled out in the health system to enable intershift reports as well as other handoffs.
CONCLUSIONS
The lessons learned from this evidencebased project are many and varied. The theoretical frameworks of change, communication, and caring helped to prepare this planned nursing initiative. Those frameworks were not only foundational to the project's design but also critical as the process of implementation unfolded. This project has significance for nursing, not only in its potential impact on patient safety but also in its investigation of patient satisfaction outcomes, communication, collaboration, and team efforts. It also reflects the continued mandate of the promotion of patient-centered care and, most importantly, provides a model of how to bridge the gap in implementation of patient safety goals by demonstrating a large-scale, multisite implementation plan.
